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Abstract
Mammography has provided the earliest means of breast cancer
detection, but compliance has remained low.

The purpose of

this descriptive study was to identify health beliefs and
practices of women over 40 years of age regarding
mammographie screening.

Also, it was to compare health

beliefs and practices between women engaging and not
engaging in mammographie screening.
Model was used to guide the study.
developed to guide this study.

The Neuman Systems
Two null hypotheses were

They were Ho^:

There is no

significant difference in health beliefs between women who
engage in mammographie screening and women who do not engage
in mammographie screening and Ho^:

There is no significant

difference in health practices between women who engage in
mammographie screening and women who do not engage in
mammographie screening.

The Health Belief Model and

Preventive Health Behaviors Questionnaire was administered
to a convenience sample of 100 women over 40 years of age
from Northwest Mississippi communities.

Descriptive

statistics and the t test were used to analyze the data.
Qualitative analysis was used to describe questions that
required comments.

Since three significant health beliefs

emerged, Ho^ was rejected.

Women with higher educational
ill

levels, who perceived they could develop cancer, and
received encouragement were more likely to have a mammogram.
Since seven significant practice variables emerged, Ho^ was
rejected.

Women who had previous mammograms, planned

additional screening, performed breast self-examinations,
sought dental care, had regular medical checkups, had
clinical breast examinations, and pap smears.

Subjects

believed that breast cancer was extremely serious, yet 25%
had never had a mammogram, and only 17% felt confident in
performing breast self-examinations.

However,

87% did some

other type of health behavior that reduced chances of
getting breast cancer.

Findings from the study indicate a

need to further investigate health beliefs and practices of
women concerning mammography across socioeconomic and ethnic
boundaries.

Implications for nursing science include the

continued application of the Neuman Systems Model with other
groups of women, refinement, and prevention programs to all
women and inclusion of assessment of high risk cases of
breast cancer as part of the data base.
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Chapter I
The Research Problem
Breast cancer has been determined to be the second
leading cause of death in American women (Henderson, Ross, &
Pike,

1991).

Nearly one in nine women will have developed

breast cancer during their lifetime.

In 1991, the estimated

death rate related to breast cancer was 44,500
1990).

(Nemcek,

While these figures have been alarming, there are

effective measures that can be instituted to assist in the
prevention and early detection of this disease.
Research has shown that early detection of breast
cancer increases a woman's chances of cure (Henderson et
al.,

1991).

Self-breast examinations

(SBE) and mammograms

have been the most widely used forms of screening.

Of the

two, mammograms have provided the earliest means for
detection of breast cancer.

Even though there has been a

steady increase in the number of women having mammography,
compliance to this practice has continued to remain low
among women over 40 years of age (Lerman et al.,

1992).

Studies have suggested that a person's health beliefs
have influenced the initiation and maintenance of health
care practices

(Haefner & Kirscht,

1970).

Through research,

progress has been made in understanding why people do or do
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not engage in certain health behaviors.

However,

in the

studies that have been conducted related to health-seeking
behaviors,

including mammography, the findings support that

success has been limited in modifying behaviors that promote
participating in mammographie screening (Haefner & Kirscht,
1970).

Therefore, this research sought to focus on

identification and comparison of health beliefs and
practices among women participating and not participating in
mammographie screening.
Introduction to Research Problem
Breast cancer is a major health problem among women,
and the risk of breast cancer has been found to be higher
after 40 years of age.

Therefore, the American Cancer

Society has recommended routine mammography for these women
as a means for early detection (Champion,

1991).

Research

has indicated that screening of asymptomatic women could
detect breast cancer before it reaches an incurable stage.
Additionally, early detection can reduce breast cancer
mortality by at least 35%.

Unfortunately, only 22% of women

have ever had mammographie screening (Lerman, Rimer, Trock,
Balshem,

& Engstrom,

1990).

There have been attempts to develop an understanding of
the widespread failure of women to seek prevention for early
detection of disease through mammographie screening (Janz &
Becker,

1984).

Health beliefs may have had a direct effect

on the likelihood of taking this preventive action.

The
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perception of a threat and the value associated with actions
focused on decreasing the threat impact health-seeking
behaviors

(Becker,

1974).

Therefore, based on Becker's

premise, women must perceive breast cancer as a threat and
mammographie screening as an action to decrease the threat
in order to engage in mammographie screening.
Studies have been done to identify reasons why women do
and do not participate in mammographie screening.
Identified barriers were high cost, inability to have
screening done by their own health care provider,
recommendations,

lack of

inconvenience, knowledge about mammography,

and age of the client (Rutledge, Hartmann, Kinman, &
Winfield,

1988).

However, research has indicated that women

will participate in mammographie screening when health care
providers give support and encouragement and when women feel
that the benefits of screening outweigh the cost (Calnan,
1984) .
Additionally, profiles of women who do not participate
in mammographie screening have been identified.

Women who

do not participate are more likely to be less educated,
unemployed, divorced or separated, over 60 years of age, and
live in a rural area (Nemcek,

1990).

However, no studies

were found which substantiate profiles of women who are more
likely to engage in mammographie screening.

Additional

mammographie research has validated behaviors that motivate
those women who do not get mammograms.

4
The Neuman Systems Model places a major focus on
individual perceptions.

Perceptions include an individual's

feelings, attitudes, and beliefs which may affect the
person's choice to have mammographie screening.
Consequently, examining various clients'

feelings,

attitudes, and beliefs may give insight into why clients
make the choice to seek mammographie screening (Knight,
1990).

The establishment of realistic goals and activities

through collaboration with the client serves to promote the
development of health promotion activities
Association,

1990).

(American Nurses'

Therefore, nurse practitioners working

in conjunction with their clients can assist them in
attaining and maintaining a maximum level of total wellness
through the utilization of health promotion behaviors.
The purpose of this study was to identify and compare
health beliefs and practices of women over 40 years of age
that cause them to participate or not to participate in
mammographie screening.

As a result, interventions could be

developed and incorporated into practice that encourage
women over 40 years of age to participate in mammographie
screening.
Conceptual Framework
The Neuman Systems Model was used as the conceptual
framework for this study.

This model has been applicable to

a wide range of nursing situations.

Focusing on the

client's feelings, attitudes, and beliefs, this model was

5
readily adapted to this research.

Neuman's emphasis on

prevention as an intervention impacting the client's
perception of optimal level of wellness was germane to the
focus of this study.
According to Neuman (1989), the client is considered a
system which contains five variables with varying degrees of
development and interactive styles that are in constant
interaction with the environment.

These variables include

physiological

(the bodily structure and function),

psychological

(the mental processes), sociocultural

social and cultural functions), developmental
development processes), and spiritual
beliefs).

The Neuman Systems Model

(the

(the life

(the sustaining hope

(Neuman,

1989)

represents the client system with a series of concentric
rings, called survival factors, which surround a basic
structure, called the core.
flexible lines of defense.

The outer ring constitutes the
The flexible line of defense

protects the inner ring, known as the normal lines of
defense, acting as a protective buffer system for the client
by preventing stressor invasion of the normal line of
defense.
Primary prevention activities are directed within the
flexible lines of defense with health promotion and
education.

Through primary prevention, stressors can be

identified, classified, and prevented through education,
support, positive coping, desensitizing, existing stressors.
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and motivation toward wellness.

Encouraging mammographie

screening must begin at the primary level to identify causes
of compliance and noncompliance.

Secondary prevention is

directed to prevent invasion of the normal line of defense
with early case findings and the treatment of symptoms.
Through mammographie screening, the flexible lines of
resistance can be protected.

The integrity of the client

depends on the effective functioning of the flexible lines
of resistance.

Neuman (1989) incorporated three areas of

prevention into her m o d e l :
tertiary.

primary, secondary, and

Of these three interventions, primary and

secondary prevention were used in this study.
According to Neuman (1989), the client's interaction
with the environment can be either negative or positive.
Negative interactions increase stressors causing a breakdown
in the system's stability, whereas positive interactions
decrease stressors with the potential for beneficial
temporary or even ultimate system change.
itself has three components:
created.

The environment

internal, external, and

The internal environment is intrapersonal in

nature, and the external environment is interpersonal and
intrapersonal in nature.

The created environment is the

combination of both the internal and the external
environments.

It is created unconsciously and known

symbolically as the system wholeness.

The current study is

predominantly concerned with the created environment as it

is based on unseen, unconscious knowledge, self-esteem,
energy exchange, system variables, predisposition, and
beliefs

(Neuman,

1989).

Even though health beliefs

represent one link of the created environment and are
extremely complex, better understanding of health beliefs
and the created environment would foster a relationship
whereby nurse practitioners could better understand why
women do and do not participate in mammographie screening.
In addition to providing a framework that supports
understanding of health beliefs and practices, such as
seeking mammographie screening as a preventive measure, the
Neuman Systems Model has been helpful in providing a
framework for researching these concepts.

Additionally, as

health care reforms focus on health prevention and promotion
activities, nurse practitioners can use this framework as a
guide for future direction.
Significance of Study
Currently, there is a movement in the health care arena
to shift the focus from illness and cure to wellness and
care (American Nurses' Association,

1987).

The shift of

focus in health has emphasized the promotion of health, the
prevention of illness, and the early detection of disease.
Breast cancer has been a disease that has been very costly
for everyone, but the costs are significantly decreased when
the disease is detected early through disease prevention and
health promotion actions.

The changes posed in health care
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would mean that women must take responsibility for and an
active role in health care decisions.
The ideal environment for accomplishing the goals of
client responsibility exists in primary health care where
nurse practitioners have played a key role in providing
client,

families, and groups with primary health care

services.

However, providing a primary health care system

has not been enough.
This study adds to the knowledge concerning health
beliefs of women over 40 years of age.

It also adds to the

understanding of why women do and do not participate in
mammographie screening.

By conducting basic research,

factors could be identified that influence individuals to
display healthy behavior.

Identifying and understanding

influencing factors that affect the health-promoting
lifestyles of women over 40 years old would assist in the
development of health care programs that promote healthy
lifestyle behaviors.
Possibly the greatest contribution of nurse
practitioners could be to assist clients in developing
behaviors that prevent disease, or to detect disease and
treat it in the early stages

(Haefner & Kirscht,

1970).

To

prevent the lethal consequences of breast cancer, the use of
mammographie screening must increase, and women must return
for repeat mammograms at recommended intervals.

Efforts in

this direction must be persistent and ongoing by all health
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care providers and fostered by the awareness that early
detection and diagnosis could save many lives (Hamwi,

1990).

Assumptions
The assumptions for this study were the following:
1.

Women chose to participate or not to participate in

mammographie screening.
2.

Personal health beliefs had an influence on health

practices.
3.

Personal health practices were determined by health

beliefs.
4.

The nurse clinician's practice incorporates primary

and secondary prevention techniques.
Statement of the Problem
Since the risk of breast cancer is higher after 40
years of age and compliance with mammographie screening
remains low, a responsibility falls to health care providers
to identify variables related to screening methods.
Targeted the variables that caused women to choose to have
mammographie screening provided a knowledge base from which
interventions to increase compliance could be developed
(Champion,

1991).

The problem with which this research was

concerned was do women over 40 years old who engage in
mammographie screening have beliefs and practices different
from or similar to those women who do not participate in
mammographie screening?
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Research Hypotheses
Two null hypotheses were developed to guide this study:
Ho^;

There is no significant difference in health

beliefs between women who engage in mammographie screening
and women who do not engage in mammographie screening.
HOg:

There is no significant difference in health

practices between women who engage in mammographie screening
and women who do not engage in mammographie screening.
Definition of Terms
The theoretical and operational definitions for terms
used in this study were as follows :
Health beliefs;

The person's perceived susceptibility,

seriousness, benefits, barriers, motivation, control, and
values that make up their health beliefs were measured using
the Health Belief Model Questionnaire (Nemcek,
Health practices:

1990).

What a person did to attain and

maintain a maximum level of total wellness as measured on
the Preventive Health Behaviors Questionnaire (Neuman,
1989) .
Engaged in mammographie screening;

Women who had at

least one mammogram after age 40.
Mammographie screening:

A soft tissue radiologic

breast examination obtained by ordinary film radiography to
detect breast cancer before it became palpable (Luckmann &
Sorensen,

1987).
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Summary
This chapter presented breast cancer as a major health
concern of nurse practitioners.

With the health care reform

emphasizing health promotion, clients are becoming more
responsible for taking action to maintain a maximum level of
wellness.

With a better understanding of health beliefs and

health practices,

factors were identified to help increase

compliance with mammographie screening.

The Neuman Systems

Model provided a general systematic perspective to deal with
the variable,

focusing on health and wellness.

Chapter II
Review of the Literature
Literature reviewed in this study included perceived
health beliefs and health practices of individuals regarding
illness prevention, such as screening for early detection of
breast cancer.

Research findings relevant to these

variables were presented in this chapter.
Perceived Health Beliefs
An individual's beliefs, values, and traditions play a
role in his/her health seeking behaviors.

According to

Haefner and Kirscht (1970), a person's perceived
susceptibility, seriousness, benefits, and barriers were the
best explanations offered for health behavior undertaken by
a person without symptoms.

Haefner and Kir s c h t 's study was

done in an attempt to understand why people engaged in
certain health practices and to systematically modify the
be haviors.
There have been many studies conducted which have
findings consistent with these beliefs; however, all the
studies yielded many limitations.

Haefner and Kirscht

(1970) conducted an experimental study in an attempt to
clarify the relationships between initial beliefs,
experimental treatments, subsequent beliefs,
12

intentions to
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act, and behavior.

The study investigated the effects of

exposure to three films on heart disease, cancer, and
tuberculosis.

A total of 166 non-academic university

employees were randomly assigned to one control group and
three experimental groups

(Haefner & Kirscht,

1970).

The three experimental groups viewed films pertaining
to heart disease, cancer, and tuberculosis.

Questions were

answered relating to the emotions aroused by the film and on
beliefs concerning various diseases.

The control group did

not view the film but did answer questions regarding their
beliefs about various diseases.

Participants' beliefs about

illness, health, and past health-related actions were
gathered one week before viewing the films, immediately
after, and again 8 months later.

The data were combined in

various ways to construct two indices :

(a) index of

potential threat of the disease and (b) index of overall
beliefs.
After viewing the films, the participants in the
experimental groups demonstrated an increase in their
perceived susceptibility to a given illness.

However, there

was little noted change in the perceived seriousness of
various threats to health.

Over the course of the

experiment, estimates of seriousness of less severe
conditions increased.
In conclusion, Haefner and Kirscht (1970) identified
certain aspects of the relationship between health beliefs
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and health behaviors.

They determined that it was possible

to systematically modify beliefs concerning one's
susceptibility to each of several conditions and determined
effectiveness of various actions to prevent the conditions.
The recognition that beliefs could be motivationally
modified supported the current study in that women who were
motivated by physician or nurse practitioners were more
often participating in mammographie screening.
Nemcek (1990) believed that through research nurses
could better understand events that influenced a person's
health.

The purpose of the research was to suggest an

explanation for human behavior.

Nemcek sought to identify

the reasons why one person took action to prevent illness,
while another refused to change, and what the factors were
that influenced a person in deciding to take preventive
me a s u r e s.
The study consisted of reviewing research studies that
examined the factors of perceived susceptibility to a threat
of disease, seriousness of a threat of disease, benefit of
prevention, and barriers in seeking protection.

Five

studies were related to breast self-examinations.

All

subjects were Caucasian, middle class, and had received a
college education.

Perception of susceptibility,

seriousness, and benefits concerning breast cancer was high,
ranging from 87-97%.

Barriers to breast self-examination

were minimal, but participation was low with 48%.
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Nemcek's

(1990) review of study findings suggests a

positive relationship existed between socioeconomic status
and preventive health behaviors.

The higher the

socioeconomic status, the higher the participation in breast
self-examination.

The study suggested that a person's

health beliefs influenced whether or not he/she used
preventive health measures.

Perceived susceptibility was

significantly associated with preventive behavior.
perceived benefits and barriers
positively related.

Also,

(cost and difficulty) were

The study offered an explanation for

health behaviors by identifying influencing factors.

This

research compared health behavior in hopes of identifying
factors that influenced mammographie screening.
According to Gram and Slender (1992), mammographie
screening is the only effective means of reducing breast
cancer mortality.

However, there have been questions

concerning the magnitude of this mortality reduction, and
attention has been called to potential adverse effects of
mammographie screening causing anxieties and negative
attitudes toward mammography.

Their research was concerned

with identifying the anxieties and attitudes toward
mammography that caused them not to participate.
Free mammographie screening was offered to 4,323 women
4 0 years of age or older as part of the study.

There were

3,653 women who accepted the mammograms and 670 who did not
participate.

A mailed survey was sent to all the subjects
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after the mammographie screening was completed.

The survey

consisted of a questionnaire concerning perceptions about
mammography, anxiety about having breast cancer, and breast
self-examinâti ons.
Subjects' median age was 46 years
years).

(range of 40 to 61

The average education was 10 years.

Risk factors

for breast cancer, such as age at menarche, age at first
birth, prior breast biopsy, and family history, did not vary
among the subjects.
Subjects who did not attend screening services offered
were more likely to live in rural areas, be unemployed,
never to practice breast self-examination.

and

Thirty-two of

the participants who did not attend the service had a recent
mammogram.

The remainder of the participants reported not

having the opportunity or not wanting to participate in the
mammogram screening.

Nonattenders showed significantly less

anxiety about breast cancer than women who attended
available screening services

(Gram & Slender,

1992).

Gram and Slender (1992) found that a high proportion of
women in the general population had anxiety about breast
cancer.

Women who elected not to attend the screening

services were less anxious about having or getting breast
cancer than those who attended.

Inconvenient locations were

a significant factor in explaining nonattendance.

The

researchers concluded that there was a need for the
discovery of methods to reduce nonattenders of screening and
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methods to reduce fears and anxieties.

This present

research also studied health beliefs that included anxieties
and attitudes.
Calnan (1984)

found strong evidence of association

between health beliefs and practices in preventive programs
for early detection of cancer.

The aim of the study was to

examine the social, psychological, and demographic factors
associated with women's decisions to participate or not to
participate in mammographie screening.
Two health districts were included in the study.
District one offered breast self-examination (BSE) class,
and district two offered mammographie screening.

There were

825 women interviewed by questionnaire before being invited
to attend BSE classes and 654 women interviewed by
questionnaire before being invited to the screening clinic.
Of the 825 women interviewed in district one, 678 women
attended the BSE classes.

Of the 654 women in district two,

471 attended the mammographie screening clinic.
were between the age of 45 and 65 years.

All women

A comparison was

made between attenders and nonattenders concerning
sociodemographics and psychological factors.
Findings from both groups shared the same
characteristics concerning health motivation.

They both

felt vulnerable to breast cancer and felt that the benefits
of screening and BSE outweighed the costs.

Women with good

health were more likely to attend classes or have
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mammographie screening.

Both groups stated that

encouragement and social support increased their chances of
attendance.

Women with low self-esteem and women who felt

their breasts should be examined more often were more likely
to attend classes or have mammographie screening.

Also,

education about BSE encouraged attendance in both groups .
The current study also compared social, psychological, and
demographic factors which strongly influenced health beliefs
and practices associated with decisions to participate or
not to participate in mammographie screening.
The sociodemographic profile of the nonattenders at the
breast screening clinic showed that nonattenders were more
likely to be single, widowed, and over 60 years of age.

A

profile of the nonattenders at the BSE classes found them
more likely to be divorced,
unskilled (Calnan,

1984).

Fulton et al.

(1991)

separated,

less educated, and

investigated potential predictors

of breast cancer screening with 852 Rhode Island women 40
years old and older.
random digit dialing.

Participants were selected by using
The participants were then surveyed

by telephone concerning breast cancer screening practices,
individual perceptions, and modifying factors such as
demographic and social characteristics.
Breast self-examination was reported as the most common
practice by participants.

Breast examinations were followed

by the pap test and then mammographie screening.

About one

19
fourth of the sample perceived susceptibility to breast
cancer as high, and 30% perceived the seriousness of breast
cancer as high.

Approximately one half perceived the

effectiveness of mammography as high, and a majority of
participants perceived the safety of mammography as high
(Fulton et al.,

1991).

Screening status cross-tabulated

with other health belief model variables

(perception,

modifying factors, likelihood of action, and screening
behavior in previous years) was shown to be strongly related
(r = 0.63) to provider's recommendation, chronic health
problems, and the perception of mammographie safety.

Also,

women with low levels of education were less likely to
participate in screening.
Of the health beliefs studied, Fulton et al.

(1991)

identified perceived benefits of mammography and perceived
barriers of mammography as more predictive to screening than
perceived susceptibility and perceived seriousness.

Health

care providers could increase participation by urging breast
cancer screening for all women 40 years old and older.
Perceived benefits, barriers, susceptibility, and
seriousness were variables implemented in the current study.
Health Practices
The major concern of Harris and Guten (1979) was to
identify attitudes of individuals related to their health
beliefs and their settings

(environmental or characteristic)

that could be modified to increase a person's compliance of
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contact with health professionals.

A broadly representative

sample of 842 participants was from the Greater Cleveland
area, collected under the auspices of the 1976 Cleveland
Area Survey.
Two approaches were used to gather the information.
First, participants were asked,

"What are the three most

important things that you do to protect your health?"
Secondly, a 30-item card sort, developed for this research,
containing health-related protection behaviors was used.
Each card contained the phrase,

"In order to protect my

health , I . . ." followed by the activity.

The specific

behavior was then elaborated on by the respondent.
Most of the respondents performed some kind of healthprotective behavior.

Only 22 subjects reported that they

did not do anything.

The research concluded that some

people were not getting physical checkups or immunizations,
but they were performing some type of activity which they
believed protected their health.

Only one out of five

respondents reported behavior that involved contact or
compliance with professionals in the health care system.
The study examined potential predictors for use in breast
cancer screening.

The current study resembled the research

done by identifying behaviors that influenced the decision
to have mammographie screening.
According to Rutledge et al.

(1988), despite the

recommendations for mammograms, compliance had been poor.
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The purpose of this research was to explore factors
affecting why women have mammography.

The study consisted

of 882 women, age 4 0 and over, and employed by Vanderbilt
University Medical Center.

Six research questions were

developed:
1.

What were the perceived barriers to mammography?

2.

What were the influencing factors in deciding to

have a mammogram?
3.

Were the health beliefs of women who participated

in mammography screening different from those who did not?
4.

Was the knowledge of breast cancer in women who

participated in mammography different from that in those who
did not?
5.

Were health actions of women who participated in

mammographie screening different from those of women who did
not?
6.

Was there a relationship between risk factors for

breast cancer and perceived susceptibility to breast cancer?
A questionnaire packet was used in the study which
contained a fact sheet explaining the study, a demographic
survey, a mammogram influences form (MFI), and a health
belief index.

The MFI sought to elicit barriers or

influences specific to mammographie screening.

Subjects

rated (from 1, no influence; to 5, much influence)

specific

factors to the amount of influence they had on the decision
to have a mammogram.

The health belief index measured
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perceived susceptibility to breast cancer, perceived
seriousness of breast cancer, perceived benefits of
mammography, and a knowledge of breast cancer survey
(Rutledge et al.,

1988).

Three distinct groups of women were identified:
1.

Women who participated in the mammogram program

were predominantly well-educated working women.
2.

Women who had not participated in the mammogram

program because they had a recent mammogram.
3.

Women who had not participated in the mammogram

program for other reasons were non-professionals with lower
levels of education.
Rutledge et al.

(1988)

found that high levels of

perceived benefits of mammography and high levels of
perceived susceptibility to breast cancer were associated
with participation.

A major influencing factor was the

value placed on mammography as a screening test for the
majority of women who participated in the mammogram program.
There was no difference in perceived severity.

In

nonparticipants there was some association between increased
risk for breast cancer and heightened perception of
susceptibility.

Three barriers were identified by subjects

deciding not to participate.

High cost was cited by 31%;

inability of having screening through their own health care
provider and lack of recommendation by their own health care
provider were also cited.
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Five factors were identified that influenced subjects
to participate:

low cost, convenience, age, knowledge of

mammography, and value of mammography as a screening tool.
Rutledge et al.

(1988) identified perceived barriers,

influencing factors, health beliefs, knowledge of breast
cancer, health actions, and their relationships in affecting
mammographie behaviors.

The current study also identified

and compared factors concerning age, knowledge about breast
cancer, and value of mammography as a screening tool among
women over 40 years old concerning mammographie screening.
According to Champion (1991), monthly BSEs have been
practiced by as few as 18 to 36% of adult women, and
compliance with mammography has been only 22%.

The purpose

of the study was to identify relationships of the practice
of performing BSE, physician's breast examination (PBE), and
mammography.

The study consisted of 322 women, age 35 and

older, residing in a large midwestern metropolitan area and
surrounding counties.

Women were contacted by telephone

using random digit dialing.
Perceived susceptibility,

seriousness, benefits,

barriers, control, and health motivation were measured by
the Health Belief Model scales developed by Champion (1991).
A social-influence scale was used to measure perceived
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beliefs of women concerning BSE, mammography, and PBE,
along with the influence of a spouse, mother, children,
friends, physician, and nurse.

A correlation design

identified relevant variables and relationships.

For

relationships between BSE, PBE, and mammograms, a
correlation analysis was used.
There was a positive relationship between compliance
and knowledge (r = 0.29), social influence (r = 0.21), and
susceptibility (r = 0.18) concerning mammographie screening.
There was a significant correlation between compliance with
mammography and PBE (r = 0.23, p <= 0.01).

Women who were

compliant were found to be younger (43.23 years) than
noncompliant women (54.82 years).
Consistent patterns emerged in this research.
Perceived barriers produced decreased adherence to the BSE.
Knowledge seemed to be an important factor.

Variables of

susceptibility, knowledge, and social influence related to
mammography.

Individuals who were compliant felt more

susceptible, had a higher knowledge level, and had higher
levels of social influence to mammography.

The study

focused on relationships between compliance, knowledge,
social influence, and susceptibility.

The current study

also compared relationships among attenders and nonattenders
in mammographie screening.
Laffrey (1990) stated that the most common approach to
health behaviors was to select certain medically defined and
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prescribed actions and measure the degree to which
individuals complied to the actions.

The study investigated

the pattern of health behaviors of 85 adults and determined
relationships between the reported behaviors and
participants'

health and illness status, age, sex,

education, and income.
Laffrey (1990)

found that the three most frequently

reported health behaviors were related to psychological
well-being, nutrition, and exercise.

The primary reason for

health behaviors included illness prevention, health
maintenance, and health promotion.

The primary reasons for

which health behaviors were practiced were instigated by
fear, anxiety, motivation, or the desire to reduce fear or
threat.

There was a motivation to maintain stability.

The

current study investigated reasons for health behaviors,
such as illness prevention, health maintenance, and health
p r omotion.
According to Kash, Holland, Halper, and Miller (1992),
development of interventions for women at high risk for
breast cancer were imperative to improve screening behaviors
and assure the early detection of breast cancer.

There has

been evidence that women with a family history of breast
cancer are at greater risk of developing the disease
et al.,

1992).

(Kash

The purpose of their research was to

investigate the beliefs of women at high risk for breast
cancer (one or more first-degree relatives with breast
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cancer) and the impact of information on their surveillance
behaviors and psychological distress.
The sample was comprised of 217 women at high risk of
developing breast cancer.

They were solicited through

public announcements, posters, advertisements, radio
announcements, and information mailed out with monthly
utility bills.

Eligibility for free screening and

participation in the research was to have two or more firstdegree relatives with breast cancer.

Of the women included

in the study, only 69% of women came in regularly for
clinical breast examinations, while 94% came in for
regularly scheduled mammograms.

The mean age was 44 years

for participants, and 47 years for nonparticipating women.
A majority of the participants had a college education with
professional or managerial positions.

A questionnaire

regarding health beliefs and behaviors, social support, and
psychological distress was completed (Kash et al.,

1992).

A discriminant function analysis was used to reveal
that increased cancer anxiety decreased regular clinical
examinations

(coefficient = -0.65).

Forty percent of women

performed breast self-examinations monthly,

10% never

performed breast self-examinations, and 50% did not perform
regular breast self-examination.

The best predictor of

current breast self-examination was high breast selfexamination performance prior to coming to the program.
High anxiety predicted poor adherence to monthly breast
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self-examinations

(multiple R = .61).

There were more than

27% of women at high risk having psychological distress and
reporting more barriers to screening,

fewer social supports,

and low social desirability (multiple R = .75).

High

anxiety was related to poor attendance for examinations
(Kash et al.,

1992).

Kash et al.

(1992) concluded that the study implied

that psychological interventions were needed for women at
high risk for breast cancer to reduce stress,

improve

behaviors, and assure early detection of breast cancer.

The

current study further investigated and identified factors
associated with health beliefs and health practices.
Summary
In summary, research has been conducted for the purpose
of studying health beliefs and practices in different groups
of individuals.

These data support the need for developing

intervention to improve mammographie screening compliance in
women who are at increased risk of developing breast cancer.
The current research focused on health beliefs and practices
of women over 40 years old concerning mammographie
screening.

Perceived susceptibility, seriousness, benefits,

and barriers have been determined to be good indicators of
health-seeking behavior (Haefner & Kirscht,

197 0).

Barriers

of cost, available providers, and lack of recommendation
influenced decisions to have mammograms
1988).

(Rutledge et al.,

Other factors identified that affect compliance were
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socioeconomic status, age, education, and knowledge about
mammography (Nemcek,

1990).

Recommendations were made, by all the literature
reviewed, that further studies were needed concerning health
beliefs and health practices related to mammographie
screening.

Human behaviors are complex and not easily

modified or changed.

Therefore,

further research is

required to achieve a better understanding of these
behaviors.

Identifications of similarities and

dissimilarities in health-seeking behaviors of women over 40
years old who do and do not participate in mammographie
screening will generate a better understanding of their
health beliefs and health practices.

The nurse practitioner

must be increasingly involved in finding better ways to
promote health.

This research extended the attempt to

identify a relationship between health beliefs and the
health practices of mammographie screening.

Chapter III
The Method
This descriptive study identified and compared health
beliefs and practices of women over 40 years old
participating and not participating in mammographie
screening.

The purpose of descriptive research was to

observe, describe, and classify situations
1991).

(Polit & Hungler,

Because the purpose of this study was to identify

and compare health beliefs and practices, a descriptive
design was appropriate.
The independent variable of interest was mammographie
screening, and the dependent variables were health beliefs
and practices.
sex.

The controlled variables included age and

Intervening variables may have included truthfulness

and time constraints.
Setting, Population, and Sample
The settings for this study were rural communities in
close proximity located in Northwest Mississippi.

Study

sites were local churches, grocery stores, shopping stores,
local clubs, and local businesses.
The population was women over 40 years of age.
sample of convenience consisted of 100 volunteers.

The
Anyone

who did not meet the criteria of age was rejected from the
29
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study.

All volunteers who met the criteria and agreed to

participate were included.
Data Gathering Process
Approval to conduct the research was secured from the
Mississippi University for Women Committee on the Use of
Human Subjects and Experimentation (see Appendix A ) .
Participants were solicited through local adult Sunday
school classes from different churches, grocery stores,
shopping stores, local clubs, and employees at local
b usinesses.
If the participant met the age requirement, then an
Informed Consent Form (see Appendix B) explaining the
purpose of the study was provided.

The participants signed

and dated the bottom of the form indicating their
willingness to participate in the research study.

The

researcher gave the Demographic Data Sheet (see Appendix C ) ,
the Health Belief Model and Preventive Health Behaviors
Questionnaire

(see Appendix D) to each subject.

Instructions were given to the participant.

The researcher

obtained permission and modified the Health Belief Model and
Preventive Health Behaviors Questionnaire from the author
(see Appendices E and F, respectively).

If the subjects

were unable to complete the questionnaires at that time, a
location was agreed upon to pick up the questionnaires.
When completed answer sheets were returned to the
researcher, the informed consent was removed to maintain
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anonymity.
envelope.

The questionnaires were then placed in a manila
Subjects took approximately 15 minutes to

complete the questionnaires.
Instrumentation
Data were collected using two instruments, the
Demographic Data Sheet and the Health Belief Model and
Preventive Health Behaviors Questionnaire.

The Demographic

Data Sheet was a self-administered instrument developed to
collect pertinent data pertaining to the characteristics of
the participants.

This researcher-designed tool was

utilized in obtaining age, education, religion, occupation,
income, and marital status of the participants.
The Health Belief Model Questionnaire section used a
series of questions focused on motivational determinants
that assessed perceived susceptibility to disease, severity
of disease, benefits of interventions, risk of
interventions, and practical obstacles to interventions
(Kash et al.,

1992).

Questions addressed women with respect

to breast cancer and breast cancer screening programs.

The

questionnaire contained 25 questions that had been piloted
by Kash et al.

(1992) with a group of 101 women at increased

risk for breast cancer attending the Special Surveillance
Breast Clinic at Memorial Sloan-Kettering Cancer Center.
The Preventive Health Behaviors section were questions that
contained a list of general preventive health care practices
and other health care behaviors,

including dental checkups.
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vitamin usage, pap smears, and specific behaviors for early
detection techniques.

The women were asked to identify

behaviors and practices they engaged in as well as to give
additional information regarding the practice of breast
self-examination.

The questionnaire in this study had no

established validity or reliability but had been piloted and
used in a previous research study.
Each of the 25 questions were individually scored.
questions

Ten

(6, 10, 13, 15, 16:1, 20, 21, 22, 23, and 24) were

answered "Yes"
zero to one.

(1 point) or "No" (0 points)

for a range of

Question 4 was given a percentage score, and

questions 7 and 11 were scored in months to get a range of
time since last mammogram and last breast physical
examination.

Question 17 was a scale ranging from 1

(confident) to 7 (not confident) to determine the confidence
in performing breast self-examinations.
(1, 2, 3, 5, 8, 9, 12, 19:1,
awarded zero to 5 p o i n t s .

19:2,

Eleven questions

19:3, and 25) were

The questions which asked for

comments were evaluated qualitatively.
Method of Data Analysis
Descriptive statistics of means and standard deviation
that observed, described, and classified were used to
describe age, sex, race, socioeconomic status, educational
level,

family size, and nationality.

An item-by-item

analysis utilizing the two-tailed t test was used to peruse
the two null hypotheses concerning health beliefs and health
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practices.

The procedure was used to test statistical

significance in which values at both extremes of the
distribution were considered in determining significance
(Polit & Hungler,
.05 alpha.

1991).

Level of significance was set at

A frequency distribution was used to

systematically arrange numerical values from the lowest to
the highest, together with a count of the number of times
each value was obtained.

Differences between the two groups

of women were analyzed on each question and on the
demographics.

A comparison was made of health beliefs and

practices with women over 40 years old who did and did not
participate in mammographie screening.
Summary
The descriptive research included 100 women 40 years of
age and older.

Variables of interest were health beliefs,

health practices, and mammographie screening.

The Health

Belief Model and Preventive Health Behaviors Questionnaire
containing 25 questions addressed the variables.

A two-

tailed t test was used to compare variables between women
who do and do not have mammograms.
described demographic variables.
was set at .05 (alpha = .050).

Descriptive statistics

The level of significance

Chapter IV
The Findings
This descriptive study addressed the health beliefs and
health practices of women over 40 years of age that caused
them to have mammographie screening.

Since descriptive

research aims at describing, observing, and classifying
phenomena rather than explaining them, it was appropriate
for this study.
sample,

In this chapter, a description of the

including the demographic variables and results of

the data analysis to test the study's hypotheses, are
presented.
Description of Sample
This study included 100 subjects who were randomly
selected from rural counties in Northwest Mississippi.
subjects' ages ranged from 40 to 86.
sample was 53.67 years.

The

The mean age of the

Most women were married (77%),

white (93%), and had an average of 2.5 persons living in the
household.

The mean education level was 13.5 years.

The

mean income range was between $25,000 and $49,999 per year.
There were 25 women who did not participate in mammographie
screening (Group 1), 7 4 women who did participate (Group 2),
and one woman who did not answer the question.

The mean age

for Group 1 was 55.17, and the mean age for Group 2 was
34
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53.00 years.

There was a significant difference in the

educational level of the two groups, t (97) = 2.36, p = .020.
The mean educational level for Group 1 was 12.68, and the
mean educational level for Group 2 was 13.77.

Women with a

higher educational level were more likely to get a
mammogram.

Both groups were in the same income range, and

the mean number of family members were the same.
Results of Data Analysis
Two null hypotheses guided this research and were
analyzed using the two-tailed t test.

The first null

hypothesis stated that there was no difference in health
beliefs in women who did participate in mammographie
screening and women who did not participate in mammographie
screening.

There were 11 questions used for comparing the

health beliefs of women in the two groups.

There were three

questions that yielded significant differences.
For question 3, women were asked,

"If you had to think

about the possibility that you might someday get breast
cancer, you would rate your chances as compared to other
women as:

above average, average, or below average."

The

women who participated in mammography were more likely to
rate their chances of someday getting breast cancer as
greater, and women who did not participate in mammography
were more likely to rate their chances as lesser,
r(94) = -2.99, p = .004,

For questions 16:1 and 16:5, the

women were asked if they were encouraged to do breast self
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examination and if so, by whom?

Women who participated in

mammographie screening believed through encouragement, this
detection procedure was helpful, t(92) = -3.02, p = .003.
Since three significant differences in health beliefs among
the two groups emerged, the null hypothesis was rejected.
The second null hypothesis stated that there was no
difference in health practices in women who did participate
and who did not participate in mammographie screening.
There were 13 questions used for comparing health practices
of women in the two groups.

There were seven questions that

showed a significant difference in the groups'
Questions 19:1,

19:2, and 19:3 were,

answers.

"During the next year,

do you intend to have a mammogram, t (95) = 5.79, p = .000,
have a clinical breast examination, t (91) = 3.02, p = .003,
and perform monthly breast self-examinations, t (90) = 2.16,
p = .003?"

Women who had had a previous mammogram rated

their chances, during the next year, of having another
mammogram, having a clinical breast examination or
performing breast self-examinations as more likely.

Women

who had never had a mammogram were less likely to intend to
have a mammogram during the next year.
23, women were asked,

For questions 22 and

"Do you go to the dentist regularly?"

[t(96) = -3.63, p = .000]" and "Do you get pap smears
regularly?"

[t (96) = -3.39, p = .001).

Women who had had a

previous mammogram were also more likely to go to the
dentist regularly and get regular pap smears.

The health
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practice of having regular medical checkups

(question 24)

was performed more often by women who had a previous
mammogram, t(93) - -4.65, p = .000.
were asked,

In Question 25, women

"How effective do you think coming to a clinic

is in preventing breast cancer?"

Women who had a previous

mammogram felt that coming to a clinic was an effective
means to help prevent breast cancer, t (75) = 3.66, p = .000.
There was a significant difference in health practices
performed among the two groups for seven questions ;
therefore, the second null hypothesis was rejected.
Additional Information
The variables of perceived severity, perceived
susceptibility, perceived benefits, and perceived barriers
were subsumed in the sample’s health beliefs.

Data related

to these variables were of interest to this research.

Most

women thought the severity of breast cancer was extremely
high (75%), and the sample viewed their susceptibility of
getting breast cancer as average or above average (89%).
However,

90% of the sample lacked knowledge concerning the

risk factors of developing breast cancer, and few felt that
they had a family history which increased their chances of
developing breast cancer.

Sixty-three percent felt that the

benefit of performing breast self-examination was given
through encouragement, and 45% of these were encouraged by
their physicians or nurse practitioners.

Women in Group 2

rated the benefits of coming to a breast screening clinic in
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prevention of breast cancer more effective than Group 1.
Barriers were measured by the confidence in the women's
abilities to perform BSEs.

Twenty percent stated that they

were not confident, while 17% stated that they were
confident, and 18% fell halfway between.

Confidence in

performing BSE could possibly be a barrier to their practice
of performing BSE.
Health behaviors focused on three areas:

mammograms,

regular clinical breast examinations, and breast selfexaminations.

Table 1 shows the percentage of early-

detection methods used by the women in this study.
Table 1
Percentage of Early Detection Methods Used by Women for
Breast Protection Behaviors Expressed in Percentiles

Method
Scheduled mammograms

Percent
74

Within past year

41

Within past 2 years

21

Regular clinical breast examination

97

Within past year

55

Within past 2 years

24

Perform breast self-examination

67

Monthly

30

Not at all

25
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Sixty-three percent stated that their scheduled
mammograms were done as a routine checkup.

Thirty-eight

percent stated that it was their idea, while 31% stated that
it was recommended by the doctor.

Ninety percent of the

women stated that they had a regular clinical breast
examination done as a routine checkup, but 7 0% of the sample
did not perform regular monthly BSEs, which may possibly be
attributed to the fact that most of the sample (84%) did not
have a method to remind them to do physical BSEs.

There

were 60% of the sample who planned to have a mammogram
within the next year, 47% who planned to have a clinical
breast examination, and 52% who planned to perform BSEs.
Both samples stated that they would contact or go to a
physician if they discovered a lump while they were
examining their breast.
The majority of the sample thought eating healthier was
a behavior they could do that would make it less likely they
would get breast cancer, and a majority (87%) stated that
they ate healthier by monitoring their diet.

Diet

monitoring included watching their weight; controlling salt,
fat, or sugar intake; eating more fruit, vegetables,
poultry; or eating less beef and pork.

Also,

fish,

61% stated

that they exercised to prevent poor health, and 61% had
regular checkups by a physician.
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Summary
This chapter presented data obtained using the Health
Beliefs Model and the Preventive Health Behaviors
Questionnaire.

Results of the data collection were

described in narrative and table format.

Chapter V
The Outcomes
Breast cancer now rates as the second leading cause of
death in American women.

As the number of women acquiring

breast cancer continues to escalate, the need for
identification of positive health beliefs and practices
which promote early detection, such as mammographie
screening,

is paramount.

Studies have focused on beliefs

and practices, but few have established conclusions relative
to this health-seeking behavior.
This descriptive study was conducted to identify health
beliefs and practices of women over 40 years of age
concerning mammographie screening.
(Neuman,

The Neuman Systems Model

19 82) served as the theoretical framework.

This chapter includes a discussion of the findings of
the study.

The conclusions,

implications, and

recommendations which evolved from these findings also are
p rese n t ed.
Summary of Findings
The sample consisted of 100 women, age 40 to 86 years,
who were recruited from close proximity communities in
Northwest Mississippi.

Ninety-three percent of the subjects
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were white and 3% were black.

The subjects were

predominantly from middle-income families.
The Health Belief Model and Preventive Health Behaviors
Questionnaire was used to assess health beliefs and
practices of the two groups of women.

Descriptive analysis

and the two-tailed t test were used to analyze the
demographic data and test the hypotheses.

The only

significant demographic difference between the groups was
educational level (p - .020); those women who had
mammographie screening were better educated.

The first null

hypothesis stated that there was no difference in health
beliefs among women who do and do not participate in
mammographie screening.

There were significant differences

in health beliefs for women who participated in mammographie
screening, as they perceived they were susceptible to breast
cancer and could benefit from having mammograms.

These

women were encouraged in this health-seeking behavior by
physicians or nurse practitioners.

There also were

significant differences in health practices for this group
of women,

including scheduling regular mammographie

screening, performing monthly breast self-examinations,
seeking clinical breast examination, going to the dentist,
having regular pap smears, and scheduling medical checkups.
Discussion
The results of this study indicate that women with a
higher education level are more likely to participate in
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mammographie screening.
et al.

This finding correlated with Fulton

(1991), who found women with lower levels of

education were less likely to participate in mammographie
screening.

Thus, the researcher assumed that women who have

a higher level of formal education are better prepared to
assimilate facts related to the benefits of breast cancer
screening, understand the risk factors involved, and know
the value of early detection of breast cancer through
mammographie screening.

Perhaps, well-educated women have

an increased likelihood of understanding and developing a
knowledge base which focuses on feelings, attitudes, and
beliefs to determine practices directed at an optimal level
of wellness

(Neuman,

1989).

These women are more likely to

participate in screening since they perceive benefits as
well as threat.
Interestingly, both groups perceived breast cancer as a
serious disease, but women who were having mammograms
perceived their risk (susceptibility) of breast cancer as
being higher than the comparison group.

Also, they were

more likely to believe that coming to a clinic would aid in
prevention of breast cancer.

These findings support

N e m c e k 's (1990) conclusion that a person's health beliefs
influence the preventive health measures they employ.

In

addition, the impact of beliefs on health-seeking practices
validates Becker (1974), who postulated that a person's
perception of a threat impacts the value associated with
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action so the health threat (cancer) could be decreased by
employing the health-seeking behavior (mammographie
screening).
A majority of subjects who secured mammographie
screening were encouraged by their physician or nurse
practitioner.

Calnan (1984) and Champion (1991) confirm

this finding, as they determined that encouragement
increased compliance to health-seeking behavior.
Additionally, Haefner and Kirscht (1970) suggested that by
increasing a person's perceived susceptibility, behaviors
could be modified.

However, no research reviewed identified

findings that this encouragement came from a physician or
nurse practitioner.
Relative to health care practices, Laffrey (1990)

found

that three most frequently reported health behaviors related
to nutrition, exercise, and psychological well-being.

In

this study, women who participated in mammographie screening
were more likely to practice good nutrition,
some type of exercise.

followed by

Therefore, the researcher concluded

that if women practiced one health-seeking behavior, they
were more apt to engage in other health-seeking behaviors.
Another confirmation of this premise was demonstrated by the
fact that women who participated in mammographie screening
were more likely to continue with recommended screening,
have regular clinical breast examinations, and perform
routine breast self-examinations.

These results correlated
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with Champion (1991), who established that women who
complied with mammographie screening or physician's breast
examination were more likely to comply with both.
Barriers to accurately performing breast selfexamination were measured by the confidence in the subject's
perceived ability to correctly do breast self-examinations.
Twenty percent of the women were not confident, and only 17%
felt confident in their abilities.
that perceived barriers

Champion (1991)

found

(lack of confidence) produced

decreased adherence to breast self-examination.
Overall,

findings of this study must be interpreted

with caution as there were some limitations encountered with
the design of the instrument, which focused on women with a
high risk of breast cancer.

On the other hand, this

research focused on a general population of women over 40
years of age without a specific clinical setting.

Some of

the questions were confusing and may not have applied
specifically to women who were not at high risk.

Subjects

in this study were uncertain of factors that increased their
susceptibility to breast cancer.

One question asked,

"What

do you think increases your chances of getting breast
cancer?"

Three of the answers were correct; however,

respondents were unable to identify them and chose
irrelevant answers.
One problem encountered in data collection was the
subjects' preference to take the questionnaire home and
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return it at a later date.

The risk that some women may not

have filled the questionnaire out correctly, may have been
influenced by someone to answer the questions differently,
or may not have returned the questionnaire were great.
Therefore, the final sample may not have been truly
representative of the population.

This potential limitation

also is reflected by the small sample size which limited the
integrated population.
Using the Neuman Systems Model

(Neuman,

1982) was an

effective theoretical concept for this study, since the
focus was beliefs and practices which influenced
mammographie screening.

With Neuman's emphasis on

prevention through health promotion and education (primary
prevention), health beliefs could be identified and women
better educated to take preventive measures
prevention)

(secondary

through mammographie screening to provide the

earliest and most effective means of detecting breast
cancer.
Conclusion
Based on the results of this study, this researcher
concluded that women who participate in mammographie
screening are more likely to continue to participate in
mammographie screening, have clinical breast examinations,
and perform routine breast self-examinations.

These

findings were supported by a similar study concluded by
Champion (1991).
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Encouragement makes a difference, and physicians or
nurse practitioners have the most influence in encouraging
women of this study to have mammographie screening.

Other

studies that drew similar conclusions were conducted by
Calnan (1984), Champion (1991), and Haefner and Kirscht
(1970).
Performance of some type of health behavior was
practiced by subjects to prevent illness.
related to dietary control and exercise.

These behaviors
Similar findings

by Laffrey (1990) reported that health behaviors were
related to nutrition, exercise, and psychological w ell
being.
Further, the researcher concluded that women do not
understand the factors that increase their risk for
developing breast cancer.

Haefner and Kirscht (1970)

found

that women who better understand their susceptibility to
breast cancer were more likely to modify their behavior,
which supports this finding.
Lastly, women lacked the confidence to perform correct
breast self-examination, which may be interpreted as a
health practice deficit.

This finding was supported by

Champion (1991), who determined that perceived barriers
produced decreased adherence to breast self-examinations.
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Implications for Nursing
A number of implications for nursing science were
derived from this study.

Implications are suggested for

research, theory, practice, and education.
Research.

Many studies have been used to evaluate

health beliefs and health practices among different types of
people.

However,

little research was found concerning

health beliefs and health practices among women over 40
years of age concerning mammographie screening.

Therefore,

the findings of this study suggest that more research effort
is needed to gain greater insight into the effects of health
beliefs and health practices that cause women to have or not
to have mammographie screening and other positive healthseeking behaviors.
Future research should include more detailed tools to
measure health beliefs and health practice variables using a
larger population.

The need to develop valid and reliable

research instruments appropriate for identifying health
beliefs and health practices among women is crucial.
Identification of health beliefs and health practices
continues to be fertile ground for research by the nurse
practitioner.

Also, the findings of this study contribute

to existing knowledge regarding health beliefs and health
practices among women.
Theory.

Nursing theory is tested through research.

Therefore, the Neuman Systems Model must be tested in future
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research studies to provide new evidence of the
applicability of the Neuman Systems Model when studying
health beliefs and practices.

The Neuman Systems Model

should also be tested with a larger population in other
areas of Mississippi and a more integrated clientele.

This

research looked at Neuman's concepts of health beliefs and
health practices concerning mammographie screening.
Practice.

In providing holistic primary care for

women, nurses must acknowledge the important role of a
careful history and physical assessment.

With the findings

of this study in mind, the importance of an accurate history
cannot be overemphasized.

Also, assessment of the high-risk

client is an essential component when planning care for this
age group.

This plan of care must include appropriate

counseling to reduce the risk of breast cancer.

Another

area of emphasis for practice is the encouragement of
preventive health care by women.

Women are often seen for

primary care, and the need for preventive care is often
overlooked.

Women should be educated as to the risk factors

of breast cancer and to the effectiveness of mammographie
screening for early detection of breast cancer and
encouraged to participate.
Education.

As the number of women with breast cancer

continues to increase, it is essential that nurses today be
prepared to respond to the needs of women in this age group
and individuals in all age groups regarding cancer
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preventive measures.

The findings of this study

demonstrated the importance of enhancing nursing curricula
to include an emphasis on breast cancer prevention p r o g r a m s .
Patient education is a hallmark of nurse practitioners.
Nurse practitioners generally spend more time with the
client than any other health care providers.

Patient

education by the nurse practitioner, centered on the
prevention of breast cancer which focuses on mammographie
screening, clinical breast examinations, and breast selfexamination, can decrease the number of deaths associated
with breast cancer.

This research found that women are

often misinformed concerning factors that increase their
risks of getting breast cancer.

Education of the client

regarding health risks and interventions based on health
promotion can increase compliance.

This research determined

that women who are encouraged by their physician or nurse
practitioner are more likely to have mammographie screening.
Encouragement and support by the nurse practitioner can
possibly provide the most influencing factor to increase
compliance in mammographie screening.
Recommendations
Based on the findings of this study, the following
recommendations are made for future research in nursing.
1.

Replication of this study with a larger sample of

subjects representing additional socioeconomic and ethnic
groups.
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2.

Replication of a similar study using another

instrument that measures health beliefs and health
practices,

looking more closely at perceived benefits and

b a r r i e r s.
3.

Development of valid and reliable research

instruments for measuring health beliefs and health
practices among w o m e n .
4.

Conduction of more research using the Neuman

Systems Model for Nursing as a framework for examining
the effects of health beliefs and health practices of other
groups of w o m e n .
5.

Conduction of research which incorporates

teaching/learning strategies that affect health beliefs and
pract i c es.
Summary
This study supported many findings of previous research
studies concerning health beliefs, health practices, and
mammographie screening.

The majority of women are informed

as to the severity of breast cancer; however, compliance
continues to remain low among women over 40 years of age.
The results of this study were not unusual; however,

it

did show a great need to support and encourage by educating
women and the public concerning the importance of
mammographie screening to detect cancer in the early stages
to increase cure r a t e s .

This study increased the knowledge
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in understanding why women do and do not participate in
mammographie screening.
Conclusions were drawn from the data gathered in this
study.

Implications for nursing were derived from the

study; results and recommendations for further study were
suggested.
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Informed Consent
My name is Carlene Wolfe. I am a registered nurse, working on
my master's degree at Mississippi University for Women. As a
part of the degree requirements, I am conducting a study to
identify and compare health beliefs and practices of women
over 4 0 years old, who do and do not engage in mammographie
screening.
The results of this study will not be of direct
benefit to you but will be available for use by doctors and
nurses in assisting individuals to maintain a maximum level of
wellness.
Your participation in the study is voluntary, and
you may refuse to answer any questions or withdraw from the
study up until you return the completed questionnaires.
Your
name will not appear anywhere in this study,
and all
information from the questionnaires will be confidential.
If
you should decide to participate in the study, you will be
asked
to
complete
two
questionnaires
that
will
take
approximately 15 m i nutes. I appreciate your taking time to
fill these out.
Sincerely,

Carlene M. Wolfe

I have read the above letter and understand its contents, the
conditions for my participation, and the purpose of the study.
Name :

Date

Researcher:

Date
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Demographic Data
Each item in this section asks you questions about yourself.
1.

In what country were you born?
United States
Canada
Other
How old were you on your last birthday?
What was the last grade you completed in school?
Grade School ;
3
High School:
College:

__
9

10

TÎ

__
1

Other School:

4

8

12

4+

__
1

What is your race?
Anglo/Caucasian
Black
American Indian
Other
What is your yearly family income before taxes?
(Family
refers to those persons who share the living expenses in
this h o m e .)
1.
2.
3.
4.
5.
6.
7.

$50,000 or more
$25,000 to $49,999
$15,000 to $24,999
$10,000 to $14,999
$6,000 to $9,999
$3,000 to $5,999
$1,000 to $2,999
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6.

How many persons are in your family?
(As above, family refers to the number of persons who are
sharing the living expenses in this home.)

7.

Marital Status
1.
2.
3.
4.
5.
6.

Married
Single
Divorced
Separated
Widowed
Other

APPENDIX D
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Health Behaviors
For each of the following, please either CIRCLE, or place a
c h e c k , or WRITE in your answer.
1.

How serious a disease do you think breast cancer is?
1. Not at all serious
2. Somewhat serious
3. Moderately serious
4. Very serious
5. Extremely serious

2.

A woman is more likely to develop breast cancer if she
(check as many as you feel are correct)
a. has no children.
b. has had children.
c. has breastfed her children.
d. has had a hysterectomy.
e. has relatives who have had breast cancer.
f. is past menopause (change of life).
g . takes birth control pills.
h. has been hit in the breast.
i . have no idea.

3.

If you had to think about the possibility that you
might someday get breast cancer, you would rate your
chances as compared with other women as :
a . Average
b. Above average (more likely I would get it)
c. Below average (less likely I would get it)

4.

What do you think your chances of developing breast
cancer are based on your family history?
0%
1-10%
11-20%
21-30%
31-40%
41-50%
51-60%
61-70%
71-80%
81-90%
91-99%
100% or more
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5.

Taking all possible factors into consideration, what do
you think your own chances of developing breast cancer
are?
1. Extremely likely
2. Very likely
3. Moderately likely
4. Somewhat likely
5. Not at all likely

These next questions are about mammograms, which are x-ray
tests of the breasts to look for cancer.
6.

Have you ever had a mammogram?
Yes
No

7.

About how long has it been
mammogram?
Was it
Within the
past year
Within the
past 2
Within the
past 5
More than 5 years ago

since you had your last
(0 to 12 months ago)?
years
(13 to
24
months ago)?
years
(25 to
60
months ago)?
(61+ months ago)?

8.

Was your last mammogram done as part of a routine
checkup, because of a breast problem, or because you've
already had breast cancer?
8.1 Routine checkup
8.2 Breast problem
8.3 Had breast cancer

9.

Whose idea was it for you to have this last mammogram?
Was it your idea, your doctor's idea, or someone e l s e 's
idea?
Your idea
Doctor's idea
Someone e l s e 's idea (please specify who :

The next set of questions is about breast physical
examination, which is when the breast is felt for lumps by a
doctor or nurse practitioner.
10.

Have you ever had a breast physical exam by a doctor or
a nurse practitioner?
Yes
No
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11.

About how long has it been since you had your last
breast physical exam?
Was it
Within the
past year
Within the
past 2
Within the
past 5
More than 5 years ago

12.

(0 to 12 months ago)
years
(13 to
24
months ago)
years
(25 to
60
months ago)
(61+ months ago)

Was your last breast physical exam done as part of a
routine checkup, because of a breast problem, or
because you've already had breast cancer?
Routine checkup
Breast problem
Had breast cancer

The next set of questions is about breast self-examination,
which is when you feel your breast for lumps.
13.

Do you currently perform breast self-examination (BSE)?
Yes
No

14.

How often did you perform BSE in the past 6 months?
(Indicate number of times)

15.

Do you have any method of reminding yourself to do
breast self-examination?
Yes
No
If yes, please list your method;__________________________

16.

Are you encouraged to do breast self-examination (BSE)?
Yes
No
If yes, by:
16.1 Friends
16.2 Spouse
16.3 Other relative
16.4 Physician or nurse practitioner

17.

How confident are you in your own ability to do a
breast self-examination (BSE)?
(Please circle your answer)
Confident

1 2

3

4

5

6

7

Not confident

Please explain your answer:_______________________________
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18.

If you found a lump while you were examining your
breasts what would you do?

The next set of questions is related to your opinions or
health behaviors.
19.

During the next year, do you intend to
19.1

20.

Have a mammogram?
1. Definitely
2. Probably
3. Not at all

likely

19.2

Have a clinical breast examination?
1. Definitely
2. Probably
3. Not at all likely

19.3

Perform monthly breast self-examination?
1. Definitely
2. Probably
3. Not at all likely

Do you know of anything women can do that would make it
less likely that they would get breast cancer?
Yes
No
If yes, what could they do?

21.

Do you currently do anything to prevent poor health?
Yes
No
If yes, what?
(check all that apply)
a. Exercise
b. Stress-reducing activities other than
exercise (e.g. yoga, meditation, relaxation)
c . Reduce alcohol
d. Reduce tobacco
e . Reduce drugs
f. Reduce caffeine
g . Have regular checkups
h. Avoid known health hazards (e.g.,
irradiation, chemical or strong sun
exposure)
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i.
j.
k.

1.

22.

Monitor cholesterol intake
Take vitamins
Monitor diet
If yes, please check all that apply)
1. Watch weight
2. Control salt intake
3. Control fat intake
4. Control sugar intake
5.
Eat more fruits and/or vegetables
6.
Eat less beef/pork
7.
Eat more fish
8.
Eat more poultry
Other (specify)

Do you go to your dentist regularly?
Yes
No
How often?

23.

Do you get pap smears regularly?
Yes
No
How often?

24.

Do you have regular medical checkups (visits to a
physician without specific complaints or symptoms)?
Yes
No
How often?
If yes, who do you go to?
Private physician
Health Maintenance Organization (HMO)
Other group insurance plan (HIP, etc.)
Other:

25.

How effective do you think coming to a clinic is in
preventing breast cancer?
1
Highly
effective

2
Very
effective

3
Somewhat
effective

4
Not
effective
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C o l e e n W o l f e , N.P.
R o u t e 1 Box 62
C a s c l l l a , Mîfîsisstppl
38920

D e a r Ms.

October

14,

1992

Wolfe,

E n c l o s e d Is the p o r t i o n of the q u e s t i o n n a i r e that r e l a t e s to the
H e a l t h B e l i e f M o d e l and p r e v e n t a t i v e h e a l t h b e h a v i o r s .
Please use them
in y o u r M a s t e r ' s t h e s i s if th e y a r e a p p l i c a b l e .
Let m e k n o w if y o u n e e d
the s c o r i n g m e t h o d s .
P l e a s e a d v i s e m e of an y r e s u l t s .
S in c e r e l y ,

U//1
K a t h r y n / K a s h , P h .D

M e m o ria l S h an Ketterinf> Cancer Center
X2J^ York Avenue, N e w York. N ew York io o 2 l
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